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AB 2394 Pilot Project Element Matrix 
 
Assembly Bill (AB) 2394 (Firebaugh, Chapter 802, Statutes of 2000) created the 
Subcommittee of the Task Force on Culturally and Linguistically Competent Physicians 
and Dentists (Subcommittee).  AB 2394 charged the Subcommittee with examining the 
feasibility of establishing a pilot program that would allow Mexican and Caribbean 
licensed physicians and dentists to practice in nonprofit community health centers in 
California’s medically underserved areas. 
 
The attached matrix summarizes possible short-, mid-, and long-term elements of a pilot 
project to increase the number of culturally and linguistically competent physicians and 
dentists.  The matrix reflects elements that were included in written proposals submitted 
by Subcommittee members to the Subcommittee at its June 19, 2001, and July 10, 
2001 meetings.  The reader should refer to the attached written proposals for more 
details on any given element and also for other background issues and areas of 
concern. 
 
The various proposals have five major areas of difference.  These five are: 
 

1. The temporary versus permanent nature of a project 
2. The placement of project participants 
3. The means for assuring cultural and linguistic competency of participants 
4. The time to implement the project (short-term, one-two years vs. longer term) 
5. Licensing and professional residency requirements for participants 

 
Three elements drawn from various proposals are existing programs that require a brief 
explanation, which was not provided in any of the written proposals.  These three 
programs are: 
 

1. The Fifth Pathway Program; 
2. The California Code of Regulations Title 16, Section 1324 Program; and 
3. The California Shortage Area Medical Matching Program. 

 
A brief description of these programs follows. 
  
The Fifth Pathway Program (Information provided by the Council on Medical Education, 
American Medical Association, posted at the International Medical Graduate Institute 
web site at www.imgi.org/fifthpathway1.html) 
 

“Many foreign medical schools require students to participate in an internship or to fulfill 
social service obligations after the completion of the didactic portion of their education 
before the M.D. degree can be awarded.  The Fifth Pathway Program was developed by 
the Council on Medical Education of the American Medical Association (AMA) to 
expedite the return of citizens who are studying medicine abroad to the United States.  
Under this program, students who have completed the academic curriculum at a foreign 
medical school may substitute a year of supervised clinical training at a U.S. medical 
school for the internship or social service obligation required by the foreign medical 
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school.  The clinical training offered by participating U.S. medical schools is comparable 
to the clinical or junior internship offered to students in the United States during the 
fourth year of medical school.  After the successful completion of these clinical studies, 
Fifth Pathway participants may enroll in a graduate medical training program without 
receiving a formal degree from the foreign medical school.  Students may enroll in a 
graduate medical program by participating in the National Resident Matching Program 
(NRMP) or through individual negotiations with a particular residency program. 
 
To be eligible for the program, U.S. citizens must meet the following prerequisites: 
 
Completion of undergraduate premedical work at an accredited U.S. college, the quality 
of which must be acceptable for matriculation at a U.S. medical school. 
 
Matriculation at a medical school outside the United States, Puerto Rico, or Canada, 
which is listed in the World Directory of Medical Schools published by the World Health 
Organization. 
 
Completion of all formal requirements of the foreign medical school except the 
internship and/or social service obligation. 
 
Achievement of scores satisfactory to the sponsoring medical school on a screening 
examination, preferably administered nationally and acceptable to the Council on 
Medical Education.  The student's academic records and skills will be evaluated by the 
faculty to identify any deficiencies to be addressed by the supervised clinical program. 
The Council on Medical Education has urged all state boards of medical examiners to 
consider successful participants in the Fifth Pathway Program for licensure on the same 
basis they now consider foreign medical graduates with ECFMG certification. However, 
not all states recognize Fifth Pathway participants as eligible candidates for licensure. 
Program participants should be aware that the M.D. degree is often a prerequisite for 
licensure in many states.” 
 
According to Ron Joseph, Executive Director, Medical Board of California, there are 
currently no medical schools in California that participate in this program.  The 
University of California, Irvine participated in the program in the past.  “Revitalizing” the 
Fifth Pathway program in California would require recruiting a California medical school 
to participate in the program.  
 

The California Code of Regulations Title 16, Section 1324 Program 
California Code of Regulations Title 16, Section 1324 (repealed in 1997) allowed foreign 
medical graduates to complete the postgraduate training required for California 
licensure in either a standard residency program approved by the Accreditation Council 
on Graduate Medical Education or in a healthy facility approved by the Medical Board.  
A copy Section 1324 is attached (Attachment A). 

The California Shortage Area Medical Matching Program (CAL-SAMMP) 
The CAL SAMMP Program identifies and works with minority and other medical 
residents and physician assistant (PA)/nurse practitioner (NP) students and other young 
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providers to inform them of practice options in the minority shortage area(s) of California 
in which they want to practice when they complete their training.  CAL SAMMP then 
works to match individuals with positions at shortage area sites and practices.  CAL 
SAMMP has matched over 115 primary care physicians and PAs/NPs to shortage area 
clinics and practices throughout the State.  CAL SAMMP is funded by the Federal Office 
of Minority Health (OMH).
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AB 2394 Pilot Project Element Matrix 
Short-Term1 Elements of a Pilot Project to Increase the Number of Culturally and Linguistically Competent Physicians and Dentists 

 Residency 
Status 

Licensure 
Status 

English 
Proficiency 
Demonstrated 

Pass 
UMLE 
Part I 

Pass 
USMLE 
Part II 

Pass 
USMLE 
Part III 

Pass 
National 
Dental 
Exam 

Develop 
Licensing 
Exam In 
Spanish 

Serve U.S. 
Residency  

Streamline/ 
Facilitate 
Application 
Process 

Establish 
Academic 
Reciprocity 
with 
Foreign 
Schools 

Integrate 
U.S. 
IMGs 

Allied Health 
Professions 
Training/Welcome 
Home Program 

Scholarships Loan 
Forgiveness 

Practice 
Location 

California Dental 
Association  Temporary     X  

1 year internship in 
extramural facility 

affiliated with a 
dental school 

 X    X  

Dental Board of 
California Temporary Temporary     X    X    X Pilot clinics 

California 
Medical 
Association 

Temporary  X X X X  X 
24 months for 

IMGs 
(12 months if pass 

SPEX2 exam) 
X     X Pilot clinics 

Medical Board 
of California   X X X X    X X X     

6 month, UC-
sponsored, plus 6 
month externship 

at place of 
employment 

(doctor) 
 

California 
Hispanic Health 
Care 
Association 

Temporary 
– 3 years 

Temporary 
– 3 years 

Enroll in 
English 

instruction 
after achieving 
licensure and 

placement 

 X X X X 
6 month externship 

at place of 
employment, 
dental-school 

sponsored (dentist) 

 X X X   

Non-profit 
community 

health centers 
in 18 specified 

counties 

California Latino 
Medical 
Association 

Permanent  X X X X     X X X X X 
Free and 

community 
clinics 

throughout the 
State 

Latino Coalition 
for a Healthy 
California 

Permanent Permanent X X X X X X 
24 months for 

IMGs (12 months if 
pass SPEX2 exam) 

X X X X X X 
Free and 

community 
clinics 

throughout the 
State 

1Short-term elements are those that may take 1-3 years to completely implement. 
2SPEX – Special Purpose Examination.  A clinical competency exam required of some U.S. and international graduates in varying situations, and for applicants whose initial written exam scores are determined to be more than 10 years old. 
IMG – International Medical Graduate 
UC – University of California 
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AB 2394 Pilot Project Element Matrix 
Mid-Term1 and Long-Term2 Elements of a Pilot Project to Increase the Number of Culturally and Linguistically Competent Physicians and Dentists 

Mid-Term1  Long-Term2 

 
Create New 
Residency 

Slots 

Reinstitute 
Fifth 

Pathway 

Reinstitute 
CCR Title 16 
Section 1324 

Program 

Expand Existing 
GME Programs 
that Focus on 
Underserved 

Areas 

Expand CA 
Shortage Area 

Medical 
Matching 
Program 

Study/Improve 
Clinic 

Recruitment 
  

Increase U.S. 
Minority Health 

Professions 
Applicant Pool 

Ensure Health 
Professions Education 
Incorporates Cultural 

and Linguistic 
Competency 

Require Cultural and 
Linguistic Competency 

as Elements of 
Licensure and CME 

California Dental 
Association        California Dental 

Association    

Dental Board of 
California      X  Dental Board of 

California   Dental continuing 
education renewal credit 

California 
Medical 

Association 

In pilot 
project clinics 

and 
underserved 

areas 

    X  
California 
Medical 

Association 
   

Medical Board 
of California X X  X  X  Medical Board of 

California    

California 
Hispanic Health 

Care 
Association 

X       
California 

Hispanic Health 
Care 

Association 
   

California Latino 
Medical 

Association 
 X X X X   

California Latino 
Medical 

Association 
X X X 

Latino Coalition 
for a Healthy 

California 

In pilot 
project clinics 

and 
underserved 

areas 

X X X X X  
Latino Coalition 

for a Healthy 
California 

X X X 

1Mid-term elements are those that may take 3-5 years to completely implement. 
2Long-term elements are those that may take 5 or more years to completely implement 
CCR – California Code of Regulations 
CME – Continuing medical education 



Attachment A
TITLE 16.                            CALIFORNIA CODE OF REGULATIONS                            SECTION 1324.

§ 1324.  Postgraduate Training.
(a) The postgraduate training required in Section 2101, 2102 and

2103 of the code for graduates of foreign medical schools may be
obtained in either:

(1) A health facility approved pursuant to Section 1321 above
(“ACGME programs”), or

(2) A health facility accredited by the Joint Commission on the
Accreditation of Healthcare Organizations and by the division, which
meets the criteria set forth in Section 1325.5, subsection (a), except
that such a health facility shall have a minimum capacity of 100 beds
and staff teachers may be board-eligible or have equivalent training
and experience (“Section 1324 programs”).

(b) Postgraduate training may be in a categorical or flexible training
program; however, it shall include minimum of four (4) months training
in the area of general medicine.

(c) Section 1324 Programs. If the postgraduate training program is
obtained in a health facility approved under subsection (a)(2), all the
following shall apply:

(1) The postgraduate training program shall be approved under this
section by the division before it is commenced by the trainee.

(2) If the health facility is the site of any subscribed residency
programs accredited by the Accreditation Council on Graduate Medical
Education (ACGME), the division shall require, on a case by case
basis, that the trainee will receive adequate supervision and training.

(3) The health facility shall meet all of the following requirements:
(A) Accept responsibility for the medical education and training of

trainees in the program and for the health services provided by them.
(B) Have a governing body, administration, management, medical

director, and teaching staff necessary to administer the educational
needs of the program.

(C) Accept the responsibility for the quality of the program and
insure that all persons involved with the program properly discharge
their obligations to it.

(D) Appoint a medical director for the program who is board certified
in a specialty area of medicine.

(E) Provide errors and omissions coverage (professional liability
insurance) for all trainees in the program

(F) A maximum of $6,000 per year may be charged each trainee to
reimburse the program or health facility for administrative and other
costs actually incurred in the training of the trainee.

(G) A stipend may be paid to each trainee in the program.
(4) The medical director of the program shall meet all of the

following requirements:
(A) Develop and formalize in writing the general objectives of

medical education and the educational goals of the program.
(B) Develop a core curriculum to accomplish the educational goals.
(C) Annually review the institutional plans for the educational pro-

gram.
(D) If outside facilities and staff are used to supplement the program,

the approved facility’s medical director shall be responsible for the
quality of education at the supplemental facilities.

(E) Develop criteria for the selection of trainees into the program and
for the selection of teaching staff.

(F) Develop methods for evaluating, on a regular basis not less than
monthly, the effectiveness of the program and the competency of the
trainees.  The evaluation shall include input from the trainees who shall
be required to document their experiences in writing.

(G) Develop criteria for the dismissal of trainees whose performance
is not satisfactory.

(H) Procedural due process shall be provided in the dismissal of any
trainees from the program.

(5) All trainees shall have the following responsibilities when
participating in a program:

(A) Provide safe, effective, and compassionate patient care in the
program under supervision which is commensurate with the level of the
trainee’s advancement and responsibility.

(B) Participate fully in the educational activities of the program, as
required.

(C) Participate in institutional programs and activities involving the
medical staff, and adhere to established practices, procedures, and
policies of the facility.

(D) Develop a personal program of self-study and professional
growth with guidance from the teaching staff.

(E) At the request of the medical director, participate in institutional
committees and councils.

(6) A training agreement shall be executed with each trainee
accepted into the program.  The agreement shall include all of the
following:

(A) The responsibilities of the parties as set forth in this regulation.
(B) The length of the training program.
(C) The usual call schedule of assignments.
(D) As agreed upon between the parties, financial support, benefits,

vacation, professional and sick leave, professional liability insurance,
health insurance, other insurance coverage for the trainee and his or
her spouse and dependents, living quarters or subsidy, meals, and
laundry.

(E) Practice privileges and other professional activities which may
be permitted or required outside the program.

(F) The guarantee of procedural dues process for dismissal from the
program.

(G) Assurance that if the program is satisfactorily completed, the
issuance of a certificate of completion shall not be conditioned upon
the payment of any fees to the facility or the program.

(7) The certificate of completion of the Section 1324 program
submitted by the medical director shall include an evaluation of the
performance of the trainee in the training program which is submitted
to the division at the completion of the training program.
Note. Authority cited: Section 2018, Business and Professions Code. Reference:
Sections 2005, 2102, 2102 and 2103, Business and Professions Code.

History
1. Amendment filed 8-15-78; effective thirtieth day thereafter (Register        78, No.

33).
2. Amendment of subsection (a) filed 8-5-81; effective thirtieth day thereafter

(Register 81, No. 32).
3. Amendment of subsection (a) filed 9-21-83; effective thirtieth day thereafter

(Register 83, No. 39)
4. Amendment filed 11-1-84; effective thirtieth day thereafter (Register 84, No. 47).
5. Amendment of heading and subsections (a)-(c) filed 10-12-89; operative 11-11-

89 (Register 89, No. 42).
6. Amendment filed 5-6-92. operative 6-5-92, Register 92, No. 19).
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Task Force on Culturally and Linguistically Competent Physicians and Dentists,
Subcommittee on the Pilot Program---- Pursuant to AB 2394 (Firebaugh); Revised May, 2001
as AB 1045

Comments of Hector Flores, MD and Aliza Lifshitz, MD
June 14, 2001

Note: Our comments are based on our participation on the Task Force as practicing physicians
who provide services to members of language and ethnic minority groups, and as a members of
the California Latino Medical Association (CaLMA).

I. Background Issues

It is well documented and understood that safety net providers are a significant resource
for medically underserved communities, especially for the medically indigent. It is also
well understood that many safety net providers have had difficulty recruiting (and
retaining) culturally and linguistically competent clinicians. Further, it is well understood
that the current rate of health care workforce production in the United States (especially
those who may be considered to be culturally competent), in both the short-term and
long-term, is not likely to meet the needs of critical health professions shortage areas.
Thus, there is a compelling need to explore a short-term solution to this challenge. The
Pilot Program attempts to address this issue.

However, there are some important considerations:

1. The pilot program would add to an existing "brain drain" on the exporting country, in
this case, Mexico, which is a country that has not developed a complete infrastructure
to support and retain its physician workforce. As a result, there are thousands of
physicians from Mexico already in the United States today who are busy seeking
licensure for practice in America. Many of these individuals are U.S. citizens or legal
residents who have chosen to complete their medical studies abroad (often referred to
as United States  International Medical Graduates, or "U.S. IMGs").

2. The pilot program, as revised, excludes physicians and dentists from other Latin
American countries, and for that matter, professionals from other nations. This may
be challenged under the non-discrimination provisions of Title VI of the Civil Rights
Act of 1964.

3. The pilot program proposes a partial waiver of California licensure guidelines by
requiring candidates to pass USMLE Part II and Part III only. The rationale is that
Part I is a basic science-oriented examination that has little relevance to actual
practice and represents knowledge that practicing physicians rarely, if ever, use,
whereas Part II and Part III are more clinically oriented and therefore represent
knowledge relevant to good quality of care. The difficulty here is that this type of
waiver sets a precedent that time-tested patient protection measures, i.e., USMLE Part
I, II, and III can be bypassed for a special project. If, indeed, Part I is irrelevant then
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perhaps the best strategy is to reform U.S. medical licensure guidelines and do away
with USMLE Part I altogether, since Part I is known to be a major cause of attrition in
U.S. medical schools.

4. The pilot project is unfair to the physicians and dentists recruited from Mexico
because of its limitations: a) uncertain immigration status that is time-limited, after
which the clinician is forced to return to Mexico; b) limitations on practice location
options and potentially a ceiling on compensation; and c) a personal price paid by
health professionals who will leave their families behind in Mexico and/or who will
develop a relationship (and perhaps marry and have U.S. citizen children) while
working in California. This differential treatment may even be challenged based on
the non-discrimination clause of the Civil Rights Act of 1964.

5. This type of project detracts from the efforts of the last 35 years to ensure equal
opportunity in health professions education for America's disadvantaged and ethnic
minority communities. There is a need to ensure self-sufficiency in workforce
development in United States schools and not depend on importing physicians from
other countries. This type of pilot program may detract from efforts to hold U.S.
schools accountable for ensuring that under-represented minorities and disadvantaged
students are given a chance to enjoy academic success and to compete effectively for
health professions training opportunities.

II. CaLMA Position on the proposed Pilot Program

The CaLMA is concerned about the issues described above. The position of the CaLMA
is to oppose the proposed Pilot Program as written. Instead, CaLMA offers the following
alternatives:

1. The Subcommittee should explore mechanisms to integrate U.S. IMGs into this pilot
program. Many of these individuals are culturally, linguistically, and experientially
sensitive to needs of California's most vulnerable communities. United States IMGs
also eliminate the uncertain immigration status concerns because they are already
citizens or permanent residents.

2. Rather than attempting to bypass the California licensure guidelines, the Pilot
Program should develop guidelines to achieve academic reciprocity for certain
Mexican medical schools in the same manner that such reciprocity exists for certain
Canadian and European medical schools.

3. The program should maintain English language requirements, since the clinician will
need to communicate with non-Spanish speaking colleagues and consultants.
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4. Remove the "guest worker" status of the Mexican physicians and dentists in this pilot
program and enact provisions that allow them to stay permanently.

5. Rather than limiting the practice opportunities to a few clinics, candidates should also
be given the opportunity to choose from the hundreds of free and community clinics
throughout the state of  California which are serving equally-needy communities.

6. Explore other training options such as Physician Assistant programs for U.S. IMGs.

III. Other Short-term and Medium-term Options

1. Re-institute the fifth pathway programs for IMGs that existed in the 1970s and 1980s
with new criteria for selection of candidates who have an orientation to practice in
medically underserved areas. These programs can be integrated with the
recommendations to be submitted to the California Medical Board and the California
Dental Board by the Task Force in 2003.

2. Re-invigorate the California Code of Regulations Section 1324, Title 16 program that
allowed IMGs to receive training and licensure under the auspices of accredited
teaching hospitals and graduate medical education programs.

3. Expand and augment existing graduate medical education (e.g., residency programs
for physicians, nurse practitioners, and physician assistants) programs recognized by
the Office of Statewide Health Planning and Development (OSHPD) as exemplary in
their efforts to recruit, train, and retain graduates in medically-underserved areas.

4. Augment existing scholarship and financial assistance programs for economically
disadvantaged students interested in the health professions. These programs could
also be offered to US IMGs for USMLE preparation or Physician Assistant training.

5. Expand the successful state of California loan repayment programs that allow health
professionals to have a percentage of their school loans repaid for every year they
practice in a medically underserved area.

6. Expand the California Shortage Area Medical Matching Program (Cal SAMMP) that
assists the recruitment efforts of health centers and medical providers serving
medically-needy areas.

7. Collaborate with the "Welcome Home" program for US citizen/resident graduates of
international health professions training schools.
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IV. Long-Term

1. Develop a comprehensive disadvantaged and minority student Applicant Pool
development, recruitment, retention, graduation, and placement project for the state of
California that coordinates the efforts of schools and training institutions along the
educational "pipeline".  The OSHPD has exemplary programs and could provide the
oversight for this type of project.

2. Develop a strategy for academic enrichment and retention of the thousands of
minority college students who each year indicate an interest in a medical career. Each
year there are approximately 3,000 entering pre-medical college students whose
ethnic minority group is known to be under-represented in the health professions. By
the time they graduate, only approximately 500 apply to medical school. Of these,
only half are accepted to medical school. Most of these once-aspiring physicians are
lost to careers other than the health professions. Part of this strategy would be to
expand the successful state of California Minority Medical Education and Training
(MINMET) program that links pre-baccalaureate and post-baccalaureate enrichment
programs with health professions training schools. This type of project could be led
by OSHPD in conjunction with the University of California Medical Student
Diversity Task Force (which includes members of all the allopathic public and private
medical schools) and the two osteopathic medical schools in California.

3. Health professions development programs should not be limited to the medical and
dental professions, as there are acute shortages in nursing and allied health
professions and not all students are interested in a medical or dental career.

4. Develop K-12, technical school, community college, four-year university, and health
professions school collaborative efforts to create a seamless transition for students
interested in the health professions. This includes establishing and standardizing the
functions of career counseling offices, and standardizing training for career
counselors and "key informant" faculty trusted by students and their families.

5. Establish a health professions education reform strategy (e.g., at the medical, dental,
nursing school level) which ensures that all students, regardless of ethnic background
or nationality, develop the competencies necessary for practice in a culturally and
linguistically diverse society.

6. Ensure that the Task Force completes its report by 2003 making recommendations for
standards of cultural and linguistic competence and how these would be reflected in
Continuing Medical Education and licensing requirements.
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Assembly Bill No. 2394

CHAPTER 802

An act to add Sections 852 and 853 to the Business and Professions
Code, relating to the healing arts.

[Approved by Governor September 28, 2000. Filed
with Secretary of State September 28, 2000.]

LEGISLATIVE COUNSEL’S DIGEST

AB 2394, Firebaugh. Healing arts: cultural and linguistic
competency.

Existing law includes provisions generally applying to the licensure
and certification of all healing arts practitioners.

This bill would establish the Task Force on Culturally and
Linguistically Competent Physicians and Dentists, chaired by the
State Director of Health Services and the Director of Consumer
Affairs, and would specify the task force’s duties, including, among
other things, developing recommendations for a continuing
education program that includes language proficiency standards of
a foreign language to meet linguistic competency, and identifying
the key cultural elements necessary to meet cultural competency,
and reporting to the Legislature and to licensing boards within 2
years of its establishment.

This bill would establish a subcommittee of the task force and
would require the subcommittee to submit a report to the task force
by March 1, 2001, to be forwarded to the Legislature with any
additional comments by April 1, 2001, on the feasibility of establishing
a pilot program that would allow Mexican and Caribbean licensed
physicians and dentists to practice in nonprofit community health
centers in California’s medically underserved communities. This bill
would specify that the Medical Board of California and the Dental
Board of California shall pay the state administrative costs associated
with the task force and its subcommittee.

The people of the State of California do enact as follows:

SECTION 1. The Legislature finds and declares all of the
following:

(a) Thirty-three and eight-tenths percent of Medi-Cal recipients
in 1998 spoke a foreign language; Spanish was the number one foreign
language spoken.

(b) National medical journals and associations have
acknowledged the importance of having medical providers be
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cultural and linguistically competent to serve culturally diverse
patients.

(c) The Journal of the American Medical Association, 1999, ‘‘Race,
Gender, and Patient-Physician Relationship’’ Volume 282 #6, stated
that ‘‘Without cultural competence, a physician may (1)
unintentionally incorporate racial biases into his or her
interpretations of patients’ symptoms, predications of patients’
behaviors, and medical decision making; (2) lack understanding of
patients’ ethnic and cultural disease models and attributions of
symptoms; (3) be unaware of or have expectations of the visit that
differ from patients’ expectations.’’

(d) In 1995, 1,641 underrepresented minorities applied to
California medical schools and 231 were admitted; in 1998, this
number declined to 1,223 applications and 184 admissions.

(e) Only 0.8 percent of medical schools in the United States
require a separate course on multicultural medicine; even fewer
require any classes in cultural and linguistic competency.

(f) The lack of cultural and linguistic competency among medical
providers may be dangerous to the health of certain patients.

SEC. 2. Section 852 is added to the Business and Professions Code,
to read:

852. (a) The Task Force on Culturally and Linguistically
Competent Physicians and Dentists is hereby created and shall
consist of the following members:

(1) The State Director of Health Services and the Director of
Consumer Affairs, who shall serve as cochairs of the task force.

(2) The Executive Director of the Medical Board of California.
(3) The Executive Director of the Dental Board of California.
(4) One member appointed by the Senate Committee on Rules.
(5) One member appointed by the Speaker of the Assembly.
(b) Additional task force members shall be appointed by the

Director of Consumer Affairs, in consultation with the State Director
of Health Services, as follows:

(1) Representatives of organizations that advocate on behalf of
California licensed physicians and dentists.

(2) California licensed physicians and dentists that provide health
services to members of language and ethnic minority groups.

(3) Representatives of organizations that advocate on behalf of, or
provide health services to, members of language and ethnic minority
groups.

(4) Representatives of entities that offer continuing education for
physicians and dentists.

(5) Representatives of California’s medical and dental schools.
(6) Individuals with experience in developing, implementing,

monitoring, and evaluating cultural and linguistic programs.
(c) The duties of the task force shall include the following:
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(1) Developing recommendations for a continuing education
program that includes language proficiency standards of foreign
language to be acquired to meet linguistic competency.

(2) Identifying the key cultural elements necessary to meet
cultural competency by physicians, dentists, and their offices.

(3) Assessing the need for voluntary certification standards and
examinations for cultural and linguistic competency.

(d) The task force shall hold hearings and convene meetings to
obtain input from persons belonging to language and ethnic minority
groups to determine their needs and preferences for having
culturally competent medical providers. These hearings and
meetings shall be convened in communities that have large
populations of language and ethnic minority groups.

(e) The task force shall report its findings to the Legislature and
appropriate licensing boards within two years after creation of the
task force.

(f) The Medical Board of California and the Dental Board of
California shall pay the state administrative costs of implementing
this section.

(g) Nothing in this section shall be construed to require
mandatory continuing education of physicians and dentists.

SEC. 3. Section 853 is added to the Business and Professions Code,
to read:

853. (a) A subcommittee of the task force established in Section
852 is hereby created to examine the feasibility of establishing a pilot
program that would allow Mexican and Caribbean licensed
physicians and dentists to practice in nonprofit community health
centers in California’s medically underserved areas.

(b) The subcommittee shall consist of the following members:
(1) The State Director of Health Services, who shall serve as the

chair.
(2) The Executive Director of the Medical Board of California.
(3) The Executive Director of the Dental Board of California.
(4) The Director of the Office of Statewide Health Planning and

Development.
(c) Additional subcommittee members shall be appointed by the

State Director of Health Services, including the following:
(1) Representatives of organizations that advocate on behalf of

California licensed physicians and dentists.
(2) A representative of a nonprofit clinic association that

advocates on behalf of members of language and ethnic minority
groups and provides health services to a patient population that
meets the following characteristics:

(A) Over 77 percent of patients are members of ethnic groups.
(B) Over 92 percent of patients have incomes less than 200

percent of the poverty level.
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(C) Over 62 percent of patients do not speak English as their
primary language.

(d) The subcommittee shall report to the task force by March 1,
2001, and the task force shall forward the report, with any additional
comments, to the Legislature by April 1, 2001.

(e) The Medical Board of California and the Dental Board of
California shall pay the state administrative costs of implementing
this section.

O
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Audience:
Sign in sheet attached

Agenda Item #1: Call to Order and Establishment of a Quorum

Director Bontá, Chairperson, called the meeting to order at 10:20 a.m.  Since there
were only 6 of the 12 Subcommittee members present when the meeting convened, a
quorum could not be established.  Subsequently, Ms. Coleman arrived, establishing a
quorum.

Director Bontá welcomed everyone to the meeting, and announced that the Task Force
meeting would commence at 1:30 p.m.  She also thanked all the Subcommittee
members for their attendance and asked that they introduce themselves.

Agenda Item #2: Review and Approval of the June 19, 2001, Subcommittee
Meeting Minutes

Director Bontá requested the members to review the minutes but reminded everyone
that the minutes could not be adopted due to the lack of a quorum.

Agenda Item #3: Foreign Licensure Equivalency

Director Bontá welcomed Norman Hertz, Ph.D., Chief of the Office of Examination
Resources, Department of Consumer Affairs.  Dr. Hertz was invited to present to the
members information regarding the licensure equivalency and examination process.

Dr. Hertz began his presentation by discussing the four major components that must be
evaluated as part of a licensure examination:

1. Education
2. Experience
3. Examination
4. Standards of Practice or Care

Dr. Hertz discussed each element as it relates to licensure.  Each element carries
equal weight in the evaluation.  The education that one receives prepares one for the
experience one attains during an internship and that prepares one to take the
examination and the final part is the standard of practice of care.

Frequently Asked Questions when Determining Licensure Equivalency:

� Are the courses of study equivalent?  For example, does one curriculum require
a chemistry class with a laboratory component while the curriculum being
compared requires a chemistry class but has no laboratory component?
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�  Are the institutions that provide the diploma or degree regionally or nationally
accredited?   Are the education programs accredited within the university?

� Is the education of the instructors equivalent?  Do the instructors have a license
or credential?

� Is the number of hours for education and training equal among certified
supervisors?

� During the internship, what types of clients are served?  Are they only patients
that a person in training would see or do they represent the population as a
whole?  Are they typical situations that a provider would see in the general
public or are they examples of situations that only a person in training would
see?

� Is the supervisor’s performance evaluated?  Is there a means to remove people
from training that do not meet requirements to insure that interns’ training will be
successful?  Are the internships subject to third-party approval?

� Is examination for licensure equivalent?  Do both examinations measure the
same skills?  Are they standardized?  Do they meet the standards of
educational and psychological testing?

The security of examinations must also be evaluated.  If it’s violated, the exam
has no relevance.

The purpose of licensing exams is to measure job knowledge.  Licensing is the highest
level of examination.

Standards of practice must represent the level of competence expected of the
practitioner.  Minimum competence standards combine education and experience.
Evaluating the standards of practice is key to consumer protection.  We can evaluate
licensing equivalency through the use of an occupational analysis.  An occupational
analysis can be used to determine the competency that is needed to practice,
examination content, and standards for care.  Without an occupational analysis we
cannot assume that the four elements are equivalent and that the examination is valid.

Dr. Hertz concluded his presentation.

Director Bontá asked about the required timing of passing the three parts of the United
States Medical Licensing Examination (USMLE) in order to be licensed as a physician
in California.

Mr. Joseph stated that typically Parts I and II of the USMLE are given relatively close in
time.  Most schools would require that a student complete Parts I and II prior to
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graduation.  However, there is no legal standard specifying the timing of the various
parts of the exam.

Ms. Margolis asked if an occupational analysis is an alternative to evaluating the
equivalency of licensure programs and if an occupational analysis has been done for
medical and dental professionals in Mexico.

Dr. Hertz answered that an occupational analysis can be used to set curricula, licensing
standards, and standards of care.  To his knowledge an occupational analysis has not
been done with Mexican doctors and dentists.  An occupational analysis usually takes
one to two years.

Dr. Hertz also explained that the occupational analysis is done when requested by a
Department of Consumer Affairs Board, Bureau, or Program.  The occupational
analysis can also be contracted out to a private party.

Mr. Joseph stated the organizations that develop and administer the national medical
and dental licensing examinations perform ongoing occupational analyses.

Mr. Torres noted that if a medical student fails Part I of the USMLE, he/she is not
allowed to take Part II of the examination.  The USMLE requires a significant knowledge
of English, which creates a barrier for doctors educated in Mexico.

Mr. Torres stated there is a national level licensing examination in Mexico but no
attempt has been made to determine its equivalency to the USMLE.

Dr. Hertz indicated that an occupational analysis would be required as part of
establishing such equivalency.

Agenda Item #4: Proposal and Discussion of Alternative Pilot Projects

Ms. Iacino provided an overview of the matrix of possible pilot project elements.  The
matrix has been updated to reflect changes and comments from the Subcommittee
members.  An “X” in an element box indicates that the corresponding organization has
specifically agreed to inclusion of that element.

Director Bontá asked for any changes from Subcommittee members to the matrix in this
discussion.

Mr. Torres added that the California Hispanic Health Care Association (CHHCA)
proposal has been revised to include international medical graduates.  The change was
presented in writing and the CHHCA proposal is now identical to the proposal submitted
by Dr. Cuevas.
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Subcommittee members discussed whether the elements that Subcommittee members
agree upon should be presented as a pilot program or if the areas of disagreement
should be highlighted.

Although many members agreed on a number of the proposed elements, there was
significant disagreement upon the time frame for implementing a pilot project, the
temporary or permanent nature of licensure, education requirements for licensure,
placement of doctors and dentists who participate in a pilot project, and how to
determine cultural and linguistic competency.

Director Bontá was called away from the meeting and asked Ms. Margolis to chair the
remainder of the meeting.

Mr. Torres that the Mexican Consul was present and would answer questions from the
Subcommittee.

Mr. Solozano, Mexian Consul General, introduced himself and stated the Mexican
government is very interested in the proposal to allow doctors and dentists from Mexico
to practice here.  They have not sent a letter of support but could very easily do so.  Mr.
Solozano stated he was representing the Mexican Health Ministry.

Ms. Margolis asked for clarification from legal counsel as to exactly what is necessary
for the Subcommittee to meet its mandate.  If the Subcommittee formally disbanded,
how would any future action be recognized?  Are there alternatives for level of
standing?

Anita Scuri, counsel for Department of Consumer Affairs, stated once the work of the
Subcommittee is complete it may disband.  After disbanding, Subcommittee members
can still meet and discuss issues but the meeting and discussion would have no official
standing.

Dr. Broussard spoke in favor of disbanding the Subcommittee, stating that the
Subcommittee has come as far as it can with decisions and proposals.

Mr. Joseph agreed with Dr. Broussard and moved that the Subcommittee be disbanded
and that they would present this decision this afternoon to the Task Force.

Mr. Torres moved to forward the matrix (revised to specifically state the five major areas
of disagreement) and the supporting proposals as the Subcommittee’s report  to the
Task Force, fulfilling the Subcommittee’s task under Assembly Bill 2394, and disband.
Dr. Broussard seconded the motion.  Due to the absence of Director Bontá (whose
presence was necessary to constitute a quorum), a vote on the motion was delayed
until the Subcommittee could break for lunch and reconvene immediately prior to the
full Task Force meeting scheduled at 1:30 p.m.

The meeting adjourned at 12:35 p.m.
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Director Bontá reconvened the Subcommittee at 1:30 p.m., at which time a quorum was
present and voted unanimously to forward the matrix proposal to the full Task Force for
transmittal to the Legislature and to disband the Subcommittee.
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